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A B S T R A C T
Introduction: Internet-based cognitive behavioural therapy (ICBT) for chronic pain and chronic fatigue syndrome
(CFS) has a high potential to increase the number of patients who can receive an evidence based treatment aimed
to reduce symptoms and/or disability and to lower burden on (mental) health care. However, implementing a
new behaviour-change intervention, and especially an online intervention, has shown to be a challenge. This
study aimed to identify factors inﬂuencing the implementation process of ICBT for chronic pain and CFS in
mental health care.
Methods: A qualitative study using semi-structured interviews with therapists and managers from twelve mental
health care clinics was conducted. Questions and analysis were guided by the Consolidated Framework for
Implementation Research (CFIR), covering ﬁve domains: (1) the implemented intervention, (2) individual
characteristics of the users, (3) the inner setting of implementation, (4) the outer setting, and (5) the im-
plementation process.
Results: In all ﬁve domains important facilitators and barriers were found. Key themes were: (1) the quality of
the content, its perceived eﬀectiveness and usability, (2) the attitude, self-eﬃcacy and ability to learn new skills
among therapists, and motivation to start online treatment among patients, (3) internal communication within a
team, existing workload, and top-down support from the management, (4) availability of reimbursement options
and marketing strategies, and (5) involvement of all key stakeholders, steering towards independence of the
implementation sites during the process and adequate training of therapists.
Conclusions: This study provides insight in the challenge of implementing ICBT for chronic pain and CFS in daily
clinical practice. Several lessons can be learned from the interviews with therapists and managers which can also
be more broadly applied to (ICBT) implementation projects in general. Development of practical tools to support
the implementation process would be a valuable next step to overcome certain challenges at forehand and to
properly prepare for those expected to come along.
1. Background
In recent two decades, much research has been done on providing
traditional mental health treatment in a more ﬂexible, accessible and
aﬀordable manner. Currently there is thorough empirical support that
cognitive behavioural therapy via the internet (called ICBT) can be
(cost)eﬀective for a multitude of psychological disorders and chronic
somatic conditions (Carlbring et al., 2018; Hedman et al., 2012; van
Beugen et al., 2014). An ICBT trajectory generally has approximately
the same length and content as traditional face-to-face CBT treatment
(Andersson et al., 2014). ICBT often contains psycho education and
interventions aimed at altering unhelpful beliefs and behaviour. It can
be unguided (purely self-help), but it is often used in a guided self-help
format, in which a patient works largely independently on a set of
(tailored) online modules. Guidance is often done by a therapist via
encrypted e-mail messages. When needed, phone calls or face-to-face
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meetings can sometimes be scheduled to provide extra support, moti-
vation or explanation.
For patients suﬀering from chronic somatic conditions, such as
chronic pain and chronic fatigue syndrome (CFS), evidence based
treatments exist, that are increasingly provided in mental health care.
However, patients do often not receive them. ICBT may be particularly
appropriate to overcome barriers for access to treatment. It has been
shown to improve both psychological and physical functioning, quality
of life and coping behaviour and can reduce symptoms (van Beugen
et al., 2014; McCombie et al., 2015; Cuijpers et al., 2008; Janse et al.,
2018). Moreover, it can overcome help-seeking barriers related to
physical limitations and stigma of attending mental health care (Webb
et al., 2017). Furthermore, ICBT may increase treatment capacity, and
thereby access, as it tends to take less therapist time.
Although the scientiﬁc support for the beneﬁts of ICBT is mounting,
implementation in routine healthcare practice falls behind (Vis et al.,
2018; Paldam Folker et al., 2018). Many theories and models have been
proposed over time, to implement new (online) interventions in daily
clinical practice in a structured way (Nilsen, 2015). A comprehensive
framework that aims to combine constructs found in a broad array of
these theories is the Consolidated Framework for Implementation Re-
search (CFIR) (Damschroder et al., 2009). This framework takes the
perspective of individuals in organizations and suggests that barriers
and facilitators for the implementation of health services can be iden-
tiﬁed in ﬁve domains: 1) the intervention, 2) the individuals involved in
implementation (e.g., healthcare providers and patients), 3) the inner
setting (e.g. the organization or units within the organization), 4) the
outer setting (e.g. the organization or larger healthcare system), and 5)
the implementation process. With regard to the implementation of in-
ternet interventions, previous literature reviews have indeed described
facilitators and barriers in all these domains (Granja et al., 2018; Mair
et al., 2012; Ross et al., 2016). The framework is developed for inter-
ventions delivered by caregivers in health services. It could therefore
help identify factors inﬂuencing implementation of ICBT for chronic
somatic conditions in mental health care.
To our knowledge, the barriers and facilitators of implementation of
ICBT for chronic somatic conditions in mental health care have not yet
been described. In this paper, the evaluation of the implementation of
two speciﬁc ICBT programs, one for chronic pain and one for chronic
fatigue syndrome, is described. These programs, called “Master your
Pain” and “Master your Fatigue” respectively, were implemented in a
wide range of mental health care clinics in the Netherlands. Both pro-
grams were translated from evidence-based regular CBT protocols for
these speciﬁc conditions. The interventions were found to be eﬀective
regarding outcome measures on psychological functioning and fatigue
(Janse et al., 2018; Worm-Smeitink et al., 2019a; Worm-Smeitink et al.,
2019b; Van Koulil et al., 2010; Ferwerda et al., 2017). The aim of this
study was to distill facilitators and barriers experienced by mental
health care practitioners and managers, which contribute to the success
of implementation of ICBT programs. More insight into these factors
may help the integration of ICBT for these populations in clinical
practice, by tailoring implementation strategies to the most relevant
factors, and probably also may enhance the implementation in mental
health care in general.
2. Methods
The implementation of both ICBT programs was part of a National
implementation project to improve the care for patients with medically
unexplained somatic symptoms, called Master your Symptoms. Both
Leiden University and Radboud UMC were responsible for im-
plementing their own developed and evidence-based ICBT program but
during half-yearly meetings with all project partners the strategy and
progress was discussed. The implementation process included: ﬁnding
agreement with managers with respect to the use of the treatment,
treatment capacity; instruction of therapists; therapist training and
supervision; monthly contact with therapists of each centre to discuss
progress and possible threats, such as reorganizations or changes in
procedures of routine clinical care that may hamper the project; and PR
actions to notify possible referrers of the treatment options.
2.1. Interventions
The ICBT programs made use of the same digital platform and are
build up in a highly comparable manner. Both programs start with a
face-to-face intake, to assess whether the ICBT is indicated. For CFS this
was when patients met CDC criteria (revised, 2003 criteria) for CFS or
idiopathic chronic fatigue (Worm-Smeitink et al., 2019c), both stating
that patients should have severe and ongoing fatigue that leads to im-
pairment in daily functioning and is not explained by a medical or
psychological condition. Co-morbidity was allowed when this could not
explain the presence of severe fatigue. ICBT was oﬀered to all these
patients. For chronic pain ICBT was indicated when the patient had
severe pain. It was advised to not use it when comorbidity was present,
but this was no strict exclusion criterion. Therapists decided whether
ICBT was suitable. The intake was also used to explain the treatment
and the online program and (for chronic pain) to set personal treatment
goals. Thereafter, patients continued to work via the online platform,
on which they could access the six treatment modules that together
form the complete online CBT. Examples of modules for chronic pain
are: ‘Your goals’, ‘Your mood’ and ‘Your social environment’ (see
Appendices A and B for the content of the program and a screenshot of
the interface). Examples for CFS are: ‘Getting started and goal setting’,
‘Regulate sleep-wake cycle’, ‘Gradually increasing my activity’ (see
Appendix C for a screenshot of the interface), the full ICBT is described
in more detail elsewhere (Janse et al., 2015). The content of both
programs included psycho-education, assignments and diary registra-
tions. Master your Fatigue also included video's with patient examples
and Master your Pain included a relaxation training program with
audio exercises. Patients are guided by the same therapist they had
their intake session with. They received therapist feedback weekly or
fortnightly in a secured e-mail box in the program. Therapists were
trained in a 1.5 day training. The training for chronic pain focused on
the delivery of ICBT (Terpstra et al., 2018), as well as the CFS training,
while the latter also included using ICBT in stepped care. This was
because the ICBT was implemented as a ﬁrst step of stepped care, in
which patients who were still severely fatigued or impaired after ICBT
would be oﬀered additional face-to-face CBT (Worm-Smeitink et al.,
2019c).
2.2. Study design
A qualitative study using semi-structured interviews with therapists
and managers from twelve mental health care clinics was conducted
between November 2017 and January 2018. All clinics were partici-
pating in an implementation project which was being ﬁnished at that
time. All had been using “Master your Pain” and/or “Master your
Fatigue”, during 2 to 4 years. The Consolidated criteria for Reporting
Qualitative Research (COREQ) checklist was used as guideline to write
this paper (Tong et al., 2007).
2.3. Study populations
A purposeful sample of therapists and team managers was planned.
From each participating mental health care clinic one or two therapists
and a manager (if applicable) were invited via e-mail to participate in a
single-time interview in order to evaluate the implementation project.
The invited managers were team managers who were involved in the
planning and coordinating phase of the implementation. Four clinics
were smaller independent practices, in which the manager and thera-
pist role were fulﬁlled by the same person. Four other clinics were all
part of the same larger institute, with a shared manager. In total,
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interviews were conducted with 14 therapists and four managers. Two
invitations were not responded to and one invitation was declined due
to time constraints. The mean age of the interviewees was 41.9
(SD=9.0) for the therapists and 51.8 (11.2) for the managers. Four
therapists and two managers were male and 10 therapists and two
managers female. The mean number of years of experience with
treatment of pain/fatigue was 9.1 (SD=6.9), with a range from 1 to
20 years. The sample included ﬁve health care psychologists, two
clinical psychologists, one psychotherapist (these are all protected titles
in the Netherlands, based on post-master licensed tracks) and six MSc
Psychologists.
2.4. Procedure and measures
Interviews were performed by RV and MW, both researchers and
project leaders. The interviews took place either face-to-face, at the
health care clinic or at the university, or via telephone and lasted ap-
proximately 30min (median: 32min; range: 21min–65min). The in-
terview guide covered the ﬁve domains of the CFIR (Damschroder et al.,
2009). The interviewee was ﬁrst invited to reﬂect about his or her ex-
perience with the implementation in general, after which further
questions were prompted to ensure that facilitators and barriers re-
garding all domains of the CFIR were covered. The interviews were
audiotaped and transcribed verbatim.
2.5. Data analysis
Analysis of the interviews took place in three steps. First, two au-
thors (RV and YB) independently categorized fragments within the in-
terviews and placed them within one of the ﬁve CFIR domains.
Discrepancies in choice of domain were discussed by the two re-
searchers until consensus was reached. As CFIR is based on research in
medical settings and the current study focused on the mental health
care setting, the second step in the analysis used an inductive approach
to bottom up identify themes within the ﬁve main domains. This way,
speciﬁc factors related to ICBT use in mental health care practice could
be distilled. One of the authors (YB) created a coding scheme in which
the themes that had come up in a subset of three interviews were di-
vided in the ﬁve levels of the CFIR model. This coding scheme was
checked by a second author (RV) before it was used to code all other
interviews. During the second phase of coding, themes could be com-
bined and any new themes that emerged could be added, resulting in
the deﬁnitive subdivision in themes. Finally, all themes were divided
into either facilitators or barriers.
3. Results
Facilitators and barriers as mentioned in each of the ﬁve CFIR do-
mains are summarized below. Each domain is also represented in a
table.
3.1. The intervention (Table 1)
An essential facilitating factor as mentioned by the respondents was
the perceived quality of the content. Overall the ICBTs were perceived as
a proper substitute for their regular face-to-face therapies, covering the
same content, providing useful assignments and having a clear struc-
ture. Respondents reported to perceive the ICBTs as being eﬀective,
seeing improvements among patients who adhered to the programs.
Furthermore, the user-friendliness of the ICBTs was mentioned, both
regarding the usability of the platform and the level of the content.
Many respondents experienced the ICBTs overall to be easy and in-
tuitive to use, both for themselves and for their patients and they valued
the option to tailor the modules and assignments to each speciﬁc pa-
tient. Also, respondents were positive regarding the empowerment of
patients. The ICBTs encourage patients to largely work on their treat-
ment independently. This was reported to provide ﬂexibility for the
patients and to support them to work on their problems in their own
environment and involve signiﬁcant others in their treatment process. A
last facilitator which was mentioned a few times, speciﬁcally for the
chronic pain module, regarded the possibility to combine the ICBTs with
other protocols, for example to use it as an additional support tool,
combined with a face-to-face treatment protocol. At the same time, this
characteristic was also mentioned as a barrier for implementation. Most
therapists reported to feel the need for face-to-face contact with their
clients alongside the online programs, as the online intervention did not
always suﬃce in their experience. Therapists reported that patients also
indicated this need. This also related to the level of diﬃculty of the
programs. The techniques that patients need to familiarize themselves
with can be quite challenging, especially for patients to master mainly
Table 1
Characteristics of the intervention inﬂuencing implementation.
Theme Example quote
Facilitators
Content quality The assignment in which patients need to distribute energy points to their activities was a very valuable exercise. It was a real
eye-opener for patients (R3)
Perceived eﬀectiveness I experienced several times that patients with quite complex problems were very satisﬁed at the end of the treatment (R7)
User-friendliness/usability Many patients experienced the program to be clear. Patients could ﬁnd the information by themselves. (R12)
Independence of patients What patients liked about the program was that they could choose their own pace and own direction, and that I as their
therapist was still available through the message box. (R11)
Combination with other protocols The program can also be done very well in combination with a group. Patients can work with the program at home and then
come to group sessions. Therapists can give feedback once a week via the computer, and the other time during the group
session. (R7)
Barriers
Need for a combination with face-to-face
consults
I personally would prefer to make it a blended program, since I missed the personal contact with my clients (R3)
Level of diﬃculty With the ‘think-feel-do assignment’ I sometimes see patients struggle to distinguish between these three. That's quite diﬃcult
for many people. (R6)
User-friendliness/usability I think the layout and interfaces of the programs don't work so well. For me it is not intuitive where to ﬁnd what. (R13)
Time investment The main problem with chronic pain patients is that they want to much. They are often overburdened. I regularly heard back
that it was too much for them to keep track of everything. (R7)
Insuﬃcient eﬀect for subgroups of patients I have treated eight patients with GOP until the end, others quitted before the end. I think that for maybe two or three of
these eight patients the GOP program was suﬃcient. The rest really needed more therapy after ﬁnishing GOP. (R6)
Keeping an overview Patients ﬁll in three diﬀerent diaries and they read pieces of text. I got an e-mail for every diary entry, and these e-mails were
not coupled together, so I had to click in each e-mail to see which assignment it was about. Eventually I began to know that
during the ﬁrst module I would receive 5 e-mails after each other, and then a minimum of 3 e-mails per day. So, in ﬁve days I
had 15 e-mails about diary entrees, adding 5 to 15 e-mails for read texts. That adds up to around 30 e-mails. (R8)
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on their own. The programs are also rather text-based and commu-
nication occurs via text as well, which asks quite a high basic level of
reading and writing skills from patients. This resulted in some themes to
be mentioned as both facilitators and barriers, namely that the ICBTs
were not easy to use and not eﬀective for everyone. For some therapists the
large number of treatment components was challenging to keep an
overview of what was done by each patient, what needed feedback and
what messages still needed an answer. This asked for a new set of
treatment skills, which demanded a large time investment during the
ﬁrst times they used the treatment.
3.2. Individual characteristics of therapists and patients (Table 2)
Regarding individual characteristics that inﬂuenced implementa-
tion, respondents mentioned both determinants among therapists and
among their patients. The attitude of the therapist is key, which is often
expressed in a feeling of conﬁdence and trust in the ICBT, and also
conﬁdence in therapist's own skills and working with a strict protocol.
Also, the ability to use the ICBTs in a ﬂexible manner was frequently
mentioned. Skills to tailor the ICBT to the needs of each individual
patient are a prerequisite in order to use the program beneﬁcially. For
example, therapists who mentioned they still saw their patients face-to-
face from time to time, or who skipped certain assignments if they did
not seem appropriate, valued the ICBTs a lot more. This also relates to
the self-eﬃcacy that therapists report. Feeling in control of the program
and the treatment process was essential. Clear and positive commu-
nication about the program towards patients was perceived as very
beneﬁcial, also increasing the motivation of patients to work with the
program. A large barrier for implementation was that working with the
ICBTs asks for quite a large set of new skills, such as writing feedback,
keeping patients motivated, and another way of time-management.
Gaining these new skills asks for an investment in both time and energy,
which was not always available. Communicating via e-mail was also a
new skill which was mentioned as barrier several times by therapists
involved in the ICBT for chronic pain. They found it for example dif-
ﬁcult to formulate their feedback in a correct way via e-mail. For ex-
ample, they feared that by keeping the e-mails readably short, they
would come across as too strict or uninviting. This barrier was not
mentioned by the therapists involved in ICBT for CFS. Their therapist
training invested more time in training these skills and was partly given
by a language expert.
Barriers that related to patients often involved the presence of co-
morbidity, according to the respondents. Patients with chronic pain or
fatigue regularly experience other psychological problems, such as
PTSD, depression, or personality disorders. Respondents indicated to
expect that ICBT would not be enough to help these patients eﬀectively
and would therefore not start an online therapy. Furthermore, the at-
titude regarding online therapy among patients could be a barrier. Some
patients did not want to start with ICBT at all, because they lacked trust,
felt hesitance to take responsibility and/or had no interest in compu-
ters. Other patients did start, but had problems staying engaged. It was
also mentioned that the ICBTs seemed to be particularly useful for a
speciﬁc subgroup within the patient population, according to some re-
spondents. This subgroup was described as being younger, of the male
gender, intelligent, and with an existing interest in computers. Finally,
patients often struggle with a low level of energy and concentration,
which was described as a “low load capacity”. This made it diﬃcult for
some to read the texts in the programs or to even sit behind a computer.
3.3. Inner setting - treatment teams and broader organization (Table 3)
Within the treatment teams, internal communication was reported as
the most essential facilitator for eﬀective implementation. This com-
munication (e.g. during team meetings) usually lead to internal re-
ferrals to ICBT and made sure that the programs were on top of mind of
the whole team. Furthermore, within the organization, people on all
levels including the managers and the board of directors need to support
and encourage the use of ICBT. In teams where this was the case,
managers acknowledged the value of ICBT and encouraged their usage.
The most frequently named barrier was a lack of support from team
members and/or from the management. Often a part of the team was
not suﬃciently informed about the ICBTs, was not involved in the
project and/or was skeptical about the use of online interventions. A
too heavy general workload was a second major barrier. Therapists ex-
plained that there usually was no extra time available to get acquainted
with ICBT programs, and it was not seen as a project that needed in-
vestment (e.g. going to the training, set up intervision meetings). Lastly,
internal developments were mentioned as a barrier, such as re-organi-
zations (in which sometimes also trained therapists were laid oﬀ) or
competitive treatment programs taking place during the ICBT im-
plementation process.
Table 2
Characteristics of the therapists (T) and patients (P) inﬂuencing implementation.
Theme Example quote
Facilitators
Attitude (T) I really see it as a standard treatment option that we oﬀer. I think it can be just as eﬀective and useful as face-to-face therapy. (R7)
Ability to be ﬂexible (T) When I noticed patients were struggling, I would call them and discuss which parts of the program were do-able for them and which
were not. (R8)
Self-eﬃcacy (T) You have to sit down and make time to give feedback, but I do know immediately what feedback I want to give. (R7)
Communication about GOP (T) During the face-to-face intake I try to clarify that they have a choice. Many patients then say that an online program would not work
for them. But when I take the time to explain the possibilities and content of the program, it sometimes changes their mind. (R6)
Motivation (P) Patients who came to us for the ICBT always had found the program themselves, via our website. They came to us and told us ‘this is
what I want to do’. (R1)
Barriers
New skills required (T) Online therapy is a bit diﬃcult for me. I'm doing it, I have to, but I've never really learned about the do's and don'ts. (R12)
Time management (T) I think that this program takes me relatively more time, because I'm often thinking about how to plan and how to respond. I keep
checking the program to see if my patients have done their assignments. (R6)
Communication via e-mail (T) I stayed very positive and reinforcing. Maybe I had to be a bit more strict, or not. That's something I ﬁnd diﬃcult with online therapy.
(R4)
Comorbidity (P) What I found diﬃcult, is that many people do not only suﬀer from fatigue, but also have other psychological problems. Some more
than others. That can make it diﬃcult to stick to the process and make progress, to work with the ICBT exactly as intended. (R10)
Negative attitude/non adherence (P) Patients feel more obliged when I see them face-to-face. So, the fact that they know they have to see me again increases their
responsibility to perform their assignments. I notice that online therapy results in less motivation. (R8)
Suitability for a speciﬁc subgroup (P) When I look at the patients who worked with ICBT and accepted it, I see these people are younger, and relatively more often men. They
are a bit whizzkids. (R3)
Low load capacity (P) Some people don't like the idea of reading many texts, or read any text at all. Often because of low energy, or concentration problems.
(R4)
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3.4. Outer setting – health care context (Table 4)
Essential as a facilitator in the outer context of the mental health
care clinics is the availability of a reimbursement of the therapy by in-
surance companies. In the Netherlands this is quite well arranged and
online treatment is part of standard compensated health care. Still,
many respondents presumed the ICBT programs to be a better ﬁt with
primary care, closer to the GP where patients' complaints are less
complex, or in clinics where psychological support and physiotherapy is
combined. According to them, this would probably provide a better ﬁt
between the programs and the patient populations intended to use it.
Additionally, marketing for ICBT outside the clinic, towards patients and
referrers was also seen as important, since referrers were often not
properly aware of the treatment options oﬀered by the clinics. On a
more general level, some therapists experienced that online care, or
eHealth, was set as an end-goal in their clinic and in Dutch health care
in general, creating a wrong incentive to use the ICBTs. They felt as if
the use of ICBT was forced upon them by their clinic and by insurance
companies, by asking to treat a certain percentage of their patients via
ICBT, without attention for feasibility, ﬁt or eﬀectiveness.
3.5. Implementation process (Table 5)
Within the broader implementation process, the external support
from the National project team was valued as positive and helping. This
support included answering questions, supervision during treatment
and regular contact via e-mail and phone calls for updates. The quality
of the training was named as a second facilitating factor. Respondents
valued the information and exercises during the training day and felt it
was a good start to take up ICBT as a new form of treatment.
Nevertheless, lack of involvement of all stakeholders was mentioned as a
barrier. Respondents mentioned that not all essential managers and
Table 3
Characteristics of the inner setting inﬂuencing implementation.
Theme Example quote
Facilitators
Internal communication I sometimes received emails from colleagues: “would you like to see this patient? Would he/she be someone for ICBT?”
(R8)
Support from management and board of directors The organisation is supporting us. They acknowledge the somatic issues, that it is a specialization that needs attention. So
the organisation is facilitating. (R10)
Promotion of ICBT in treatment team I named the program very frequently during meetings, during treatment indication meetings or other team meet-ups (R8)
Involvement of the right people I know that in [city] maybe not the right people were sent to the training. There are a couple of informal leaders in that
team, and those were not at the training. The diﬃculty is in choosing the right representative from a treatment team. (R1)
Barriers
Lack of support from the team and management You're working in a team, but the rest of the team does not know about the program. So I cannot go to anyone with
questions. (R2)
General workload of therapists I ﬁnd the workload too heavy, so I had diﬃculty ﬁnding time to keep up with the program. I also need to reach my other
targets. So I feel like such an extra task feels unwelcome, something I lack the time and space for. (R12)
Internal developments and organization The misfortune of this project is that it started at an unfortunate moment. It started in the period that we were transitioning
and new teams were formed (R1)
Table 4
Characteristics of the outer setting inﬂuencing implementation.
Theme Example quote
Facilitators
Insurance reimbursement The medical expenses were never an issue. ICBT was compensated by insurance companies, just like other treatments. I
have not experienced any obstacles with that. (R10)
Marketing for ICBT towards patients and referrers We're in newsletters, I have contacted doctors, we have put it on our website and on LinkedIn. (R9)
Barriers
Better ﬁt with primary care I can imagine that the program would ﬁt at the GP. Because people are often more complex when they come to our clinic.
(R4)
eHealth as end-goal Every year we have to show the insurance companies what percentage of our treatments are digital. So you have to use
ICBT. (R3)
Table 5
Characteristics of the implementation process inﬂuencing implementation.
Theme's Example quote
Facilitators
Support from research project Something I found pleasant was that you were very approachable. That you took initiative yourself to ﬁnd space in my busy schedule,
that you e-mailed and called. This way it stayed in my mind. (R13)
Quality of the training In the training we received the tip to reserve time for the patient, as it was a real appointment. I found it very important that you
oﬀered those trainings. I have learned when to react and when not, use short messages, keep it positive. (R1)
Barriers
Lack of involvement from stakeholders Taking a look at how my colleagues were thinking about the program, I think it might have helped to get more people involved. If
there was more clarity for everyone, the team would be more supporting. (R2)
Lack of reminders and extra training I only think it would be smart to oﬀer more booster trainings. Or provide frequent tips via e-mail of newsletters, to keep us focused,
such as “this is how you send an e-mail on topic A, or this is how you can handle topic B.” […] (R4)
Dependence on support With technical problems I found it diﬃcult at the beginning that it could take some time before I got an answer. They need the feeling
that there is support a la minute. (R10)
Training at bad timing It took some time before we could start after the training, and that made me forget a lot. So the information that we received during
the training was suﬃcient, we understood. But it took some time before we had our ﬁrst client, and then I had forgotten about the
procedures, it took me time to remember those. (R3)
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other team members were involved in the implementation process.
Also, some respondents would have appraised more regular reminders, or
even extra booster trainings, to keep the ICBT on top of their minds and
to further develop their online treatment skills throughout the project.
On the other hand, dependence on support from the project team was also
mentioned as a barrier, since the support team was always available for
questions, a treatment team or individual therapist was not challenged
to ﬁnd their own way around (relatively) simple problems or questions.
Lastly, a bad timing of the training was mentioned. Some therapists ex-
perienced a large gap between the moment of training and their ﬁrst
ICBT patient.
4. Discussion
This qualitative evaluation study provides an overview of facil-
itators and barriers when implementing ICBT for chronic pain and
chronic fatigue syndrome in daily mental health care practice, ac-
cording to therapists and managers. The interviews showed that a broad
range of issues on a broad range of levels interact in implementing a
new way of working, resulting in a genuine complex process. It seems
that part of these issues could probably have been avoided in the pre-
paration and planning phase of the project, which could be improved or
overcome in future projects. Some other issues, however, might be
unavoidable and are perhaps inherent to implementation of a new in-
tervention. They cannot simply be overcome, but they need to be dealt
with along the way, which takes time, eﬀort and a long breath. All in
all, from this study it becomes clear that implementing ICBT for somatic
symptoms in mental health care is feasible, but nevertheless is a process
that needs to evolve and grow over time. Looking at the lessons learned
from the whole project and this evaluation study in particular, some
core necessities come forward that will probably hold for many im-
plementation processes in general.
First of all, it is key to create overall support from all involved
stakeholders. That is, before the start of an implementation project, but
also during the course of the project to ensure both initial success and
maintenance. Our results indicate that support and enthusiasm to start
implementation of a new project needs to be present on all levels of an
organization (among the board, team managers, and individuals within
a team). It seems that, the more an implementation process feels as a
shared goal, the larger the chances are for success. Herein it is valuable
to make use of so-called implementation champions, which are the
motivated early adopters within a team, but for a sustainable im-
plementation the other members need to be at least informed and po-
sitive about the new way of working. This can be diﬃcult in the face of
all sorts of practical issues such as time, money and other priorities.
That is why a second key to success, which came forward in our data,
seems to be a thorough involvement of a few people who are willing to
invest and who have the power of persuasion to motivate the larger
group. This asks for an extensive preparation, talking about goals and
perceived facilitators and barriers from an early point on, before taking
actual steps in starting the use of a new intervention. In this phase it
also needs to become clear whether there is a right match between what
the new intervention can oﬀer and what an organization or team is
expecting. Without a proper match or without proper management of
expectations disappointments can appear right at the start of a project,
abolishing all momentum in one go. Related to that, our study showed
that implementation of a new intervention or new way of working is a
process, which asks constant eﬀort from many people and which will
cause ups and downs which need to be evaluated and which need to be
acted on along the way. Lastly, we found that a clinic or institute needs
to feel ownership in the implementation process and needs to be able to
operate largely independently. If an implementation process is seen as a
project, for which an external party is responsible or accountable, it will
not last.
Concerning the use of ICBT speciﬁcally there are some additional
conclusions to be drawn. The key matter that comes forward in our
results seems to be that the use of ICBT asks for a certain attitude and a
new set of skills among therapists. Especially since these type of in-
terventions are quite demanding for the client or patient who starts
working with it, suﬃcient knowledge and self-eﬃcacy of the therapist
with respect to the delivery of ICBT is indispensable. This may be
especially relevant for implementation of treatment for CFS or chronic
pain, as most therapists in mental health care will have less experience
with treating somatic symptoms than mental disorders and feel perhaps
less conﬁdent in delivering ICBT for somatic symptoms. Proper training
could help increase conﬁdence of therapists in ICBT (Terpstra et al.,
2018). Furthermore, the therapist needs to be conﬁdent that providing
therapy via ICBT is indicated for their client, also considering their
skills and motivation. A triage system or screening tool (Wentzel et al.,
2016) or assessment instruments (Van der Vaart and Drossaert, 2017)
could provide relevant support to come to a decision. What also came
forward is that it is important that the ICBT is seen as a means to
provide therapy, and not as a goal to use eHealth, to lower cost or to
increase production time. Therapists really feel that the beneﬁts and
content of ICBT need to be leading in the choice to start an ICBT tra-
jectory.
Some strengths and weaknesses of this study may be identiﬁed. In
this evaluation, a large number of diﬀerent clinics participated, which
implemented ICBT for chronic pain and CFS over a longer period of
time. Also, both therapists and managers were interviewed, using an
interview scheme based on a theoretical model (Damschroder et al.,
2009). This combination provides a thorough insight into the process of
implementation of these speciﬁc interventions. The total sample size in
this study is modest, but data saturation was reached, in which no new
information came to the front in three consecutive interviews. An as-
pect to take into account is that social desirability might have played a
role in the interviews, causing the interviewees to be less critical, since
the interviews were held by the project managers who had been the
contact person throughout the project.
One other aspect to consider in the interpretation of the results, is
that the ﬁndings are not linked to objective results of the im-
plementation. For example, we did not test whether ICBT was less ef-
fective for patients with co-morbidity. This is a perception of (a group
of) respondents. To put the statements in perspective, we attempted to
give some insight into the proportion of respondents that stated a case
(some, many, most). However, as we did not use closed questions, it is
not possible to give exact numbers of respondents agreeing with an
issue.
Research on implementation of ICBT is still in its infancy and stra-
tegies to optimize the process of implementation need to be further
developed and shared in the implementation science community. For
this particular project and purpose the CFIR very much helped to create
a thorough overview of important variables and also in adding structure
to all the information available. Despite the existence of this, and many
other valuable theories, models and frameworks (Nilsen, 2015), the
development of practical tools on how to involve all stakeholders and
key people and how to create momentum and continuity within an
organization would help to systematically approach implementation.
5. Conclusions
This study provides insight in the facilitating and hindering of im-
plementing ICBT for chronic pain and chronic fatigue syndrome in
mental health care, using all domains of the CFIR. Several lessons can
be learned from the interviews with therapists and managers which can
also be more broadly applied to (ICBT) implementation projects in
general. Development of practical tools to support the implementation
process would be a valuable next step to overcome certain challenges at
forehand and to properly prepare for those expected to come along.
R. van der Vaart, et al. Internet Interventions 18 (2019) 100290
6
Abbreviations
ICBT Internet-based cognitive behavioural therapy
CFIR Consolidated Framework for Implementation Research
Ethics approval and consent to participate
The study has been granted an exemption from requiring ethics
approval by the Medical Research Ethics Committee (MREC) of Leiden
University Medical Center (LUMC). I conﬁrm all personal identiﬁers
have been removed so the persons described are not identiﬁable and
cannot be identiﬁed through the details of the story. All participants
provided written consent to participate in the study.
Consent for publication
Not applicable.
Availability of data and material
The datasets used and/or analyzed during the current study are
available from the corresponding author on reasonable request.
Funding
This work was supported by Innovatiefonds Zorgverzekeraars
(Innovation Fund Health Insurances; grant number: 2619).
Innovatiefonds Zorgverzekeraars was not involved in the study design,
data collection, data analysis, data interpretation, nor in publication
decisions.
Authors' contributions
RV and MWS created the interview scheme, recruited participants
and conducted the interviews. RV and YB analyzed the data. RV, MWS
and YB were major contributors in writing the manuscript. MW, HK and
AE revised the manuscript critically for important intellectual content.
All authors read and approved the ﬁnal manuscript.
Declaration of competing interest
None of the authors have competing interests to declare.
Acknowledgements
Master your Pain and Master your Fatigue are part of the “Master
your Symptoms” e-health system that provides tools to improve diag-
nosis, treatment, and monitoring of patients with Medically
Unexplained Somatic Symptoms (MUSS). We gratefully acknowledge
the contributions of the researchers working in the Master your
Symptoms Consortium. Next to a part of the authors of this paper, the
following researchers contribute to the Consortium: Judith Rosmalen,
Anne van Gils, Denise J.C. Hanssen, and Lineke Tak (University of
Groningen, University Medical Center Groningen, Departments of
Psychiatry and Internal Medicine, Groningen, the Netherlands), Arno
van Dam (Tilburg University, Tilburg School of Social and Behavioral
Sciences, Tranzo, Tilburg, the Netherlands). We would also like thank
Anton Worm for his time and dedication in transcribing verbatim part
of the interviews.
Appendix A. Flow chart of ICBT Master Your Pain
R. van der Vaart, et al. Internet Interventions 18 (2019) 100290
7
Appendix B
Appendix C
References
Andersson, G., Cuijpers, P., Carlbring, P., Riper, H., Hedman, E., 2014. Guided Internet-
based vs. face-to-face cognitive therapy for psychiatric and somatic disorders: a
systematic review and meta-analysis. World Psychiatry 133, 288–295. https://doi.
org/10.1002/wps.20151.
Carlbring, P., Andersson, G., Cuijpers, P., Riper, H., Hedman-Lagerlöf, E., 2018. Internet-
based vs. face-to-face cognitive behavior therapy for psychiatric and somatic dis-
orders: an updated systematic review and meta-analysis. Cogn. Behav. Ther. 47 (1),
1–18. https://doi.org/10.1080/16506073.2017.1401115.
Cuijpers, P., Van Straten, A., Andersson, G., 2008. Internet-adminstered cognitive beha-
vior therapy for health problems: a systematic review. J. Behav. Med. 31, 169–177.
https://doi.org/10.1007/s10865-007-9144-1.
Damschroder, L.J., Aron, D.C., Keith, R.E., Kirsh, S.R., Alexander, J.A., Lowery, J.C.,
2009. Fostering implementation of health services research ﬁndings into practice: a
consolidated framework for advancing implementation science. Implement. Sci. 4,
50. https://doi.org/10.1186/1748-5908-4-50.
Ferwerda, A., Van Beugen, S., Van Middendrop, H., Spillekom-van Koulil, S., Donders, A.,
Visser, H., Taal, E., Creemers, M., Van Riel, P., Evers, A., 2017. A tailored-guided
internet-based cognitivebehavioral intervention for patients with rheumatoid ar-
thritis as an adjunct to standard rheumatological care: results of a randomized con-
trolled. Pain 158, 868–878. https://doi.org/10.1097/j.pain.0000000000000845.
Granja, C., Janssen, W., Johansen, M.A., 2018. Factors determining the success and
failure of eHealth interventions: systematic review of the literature. J. Med. Internet
Res. 20, e10235. https://doi.org/10.2196/10235.
R. van der Vaart, et al. Internet Interventions 18 (2019) 100290
8
Hedman, E., Ljótsson, B., Lindefors, N., 2012. Cognitive behavior therapy via the Internet:
a systematic review of applications, clinical eﬃcacy and cost–eﬀectiveness. Expert
Rev Pharmacoecon Outcomes Res 12 (6), 745–764. https://doi.org/10.1586/erp.
12.67.
Janse, A., Worm-Smeitink, M., Bussel-Lagarde, J., Bleijenberg, G., Nikolaus, S., Knoop, H.,
2015. Testing the eﬃcacy of web-based cognitive behavioural therapy for adult pa-
tients with chronic fatigue syndrome (CBIT): study protocol for a randomized con-
trolled trial. BMC Neurol. 15, 137. https://doi.org/10.1186/s12883-015-0392-3.
Janse, A., Worm-Smeitink, M., Bleijenberg, G., Donders, R., Knoop, H., 2018. Eﬃcacy of
web-based cognitive-behavioural therapy for chronic fatigue syndrome: randomised
controlled trial. Br. J. Psychiatry 212, 112–118. https://doi.org/10.1192/bjp.
2017.22.
Mair, F.S., May, C., O'Donnell, C., Finch, T., Sullivan, F., Murray, E., 2012. Factors that
promote or inhibit the implementation of e-health systems: an explanatory systematic
review. Bull. World Health Organ. 90, 357–364. https://doi.org/10.2471/blt.11.
099424.
McCombie, A., Gearry, R., Andrews, J., Mikocka-Walus, A., Mulder, R., 2015.
Computerised cognitive behavioural therapy for psychological distress in patients
with physical illnesses: a systematic review. J. Clin. Psychol. Med. Settings 22, 20–44.
https://doi.org/10.1007/s10880-015-9420-0.
Nilsen, P., 2015. Making sense of implementation theories, models and frameworks.
Implement. Sci. 10, 53. https://doi.org/10.1186/s13012-015-0242-0.
Paldam Folker, A.P., Mathiasen, K., Lauridsen, S.M., Stenderup, E., Dozeman, E., Paldam
Folker, M., 2018. Implementing internet-delivered cognitive behavior therapy for
common mental health disorders: a comparative case study of implementation
challenges perceived by therapists and managers in ﬁve European internet services.
Internet Interv. 11, 60–70. https://doi.org/10.1016/j.invent.2018.02.001.
Ross, J., Stevenson, F., Lau, R., Murray, E., 2016. Factors that inﬂuence the im-
plementation of e-health: a systematic review of systematic reviews (an update).
Implement. Sci. 11, 146. https://doi.org/10.1186/s13012-016-0510-7.
Terpstra, J.A., Van der Vaart, R., Spillekom-van Koulil, S., van Dam, A., Rosmalen, J.G.M.,
Knoop, H., Van Middendorp, H., Evers, A.W.M., 2018. Becoming an eCoach: training
therapists in online cognitive-behavioral therapy for chronic pain. Patient Educ.
Couns. 101 (9), 1702–1707. https://doi.org/10.1016/j.pec.2018.03.029.
Tong, A., Sainsbury, P., Craig, J., 2007. Consolidated criteria for reporting qualitative
research (COREQ): a 32-item checklist for interviews and focus groups. Int J Qual
Health C 19, 349–357. https://doi.org/10.1093/intqhc/mzm042.
van Beugen, S., Ferwerda, M., Hoeve, D., Rovers, M.M., Spillekom-van Koulil, S., van
Middendorp, H., Evers, A.W., 2014. Internet-based cognitive behavioral therapy for
patients with chronic somatic conditions: a meta-analytic review. J. Med. Internet
Res. 16, e88. https://doi.org/10.2196/jmir.2777.
Van der Vaart, R., Drossaert, C.H.C., 2017. Development of the digital health literacy
instrument; measuring a broad spectrum of health 1.0 and health 2.0 skills. J. Med.
Internet Res. 19 (1), e27. https://doi.org/10.2196/jmir.6709.
Van Koulil, S., Van Lankveld, W., Kraaimaat, F., Van Helmond, T., Vedder, A., Van Hoorn,
H., Donders, R., De Jong, A., Haverman, J., Korﬀ, K., Van Riel, P., Evers, A., 2010.
Tailored cognitive-behavioral therapy and exercise training for high-risk patients
with ﬁbromyalgia. Artritis Care Res 62, 1377–1385. https://doi.org/10.1002/acr.
20268.
Vis, C., Mol, M., Kleiboer, A., Bührmann, L., Finch, T., Smit, J., Riper, H., 2018. Improving
implementation of eMental health for mood disorders in routine practice: systematic
review of barriers and facilitating factors. JMIR Ment Health 5, e20. https://doi.org/
10.2196/mental.9769.
Webb, C.A., Rosso, I.M., Rauch, S.L., 2017. Internet-based cognitive-behavioral therapy
for depression: current progress and future directions. Harv Rev Psychiatry 25,
114–122. https://doi.org/10.1097/hrp.0000000000000139.
Wentzel, J., Van der Vaart, R., Bohlmeijer, E., Van Gemert-Pijnen, J., 2016. How to
beneﬁt from blended care in mental health care? J Med Internet Res, JMIR Ment
Health 3 (1), e9. https://doi.org/10.2196/mental.4534.
Worm-Smeitink, M., Janse, A., van Dam, A., Evers, A., van der Vaart, R., Wensing, M.,
Knoop, H., 2019a. Internet-based cognitive behavioral therapy in stepped care for
chronic fatigue syndrome: randomized noninferiority trial. J. Med. Internet Res. 21
(3), e11276. https://doi.org/10.2196/11276.
Worm-Smeitink, M., van Dam, A., van Es, S., van der Vaart, R., Evers, A., Wensing, M.,
Knoop, H., 2019c. Internet-based cognitive behavioral therapy for chronic fatigue
syndrome integrated in routine clinical care: implementation study. J. Med. Internet
Res. 21 (10), e14037. https://www.jmir.org/2019/10/e14037. https://doi.org/10.
2196/14037.
R. van der Vaart, et al. Internet Interventions 18 (2019) 100290
9
